City of Brookhaven, Mississippi
Water Department Cross Connect Survey Form

Name:

Company/Organization:

Address of premise that survey relates to:
City: State: Zip Code:
Phone: E-mail:

Description of Facility (Check one below)

|:| Residential |:| Apartments W units |:| Offices |:| Church D Hotel/Lodging
|:| Funeral Home |:| Beauty/Barber Shop |:| Laundry/Dry Cleaners |:| Garden Center |:| Car Wash
|:| Food Service |:| Dept. Store/General Merchandise |:| Medical/Dental Clinic

|:| Other: Please describe

[ Manufacturing : Please describe types of goods being made

Please check ALL boxes that apply/best describe the use of water at your facility.

D Boiler |:| Swimming Pool

Water recirculating systems ] ) ) )
D (i.e Air Conditioning Chillers or Towers) |:| Y |:| N  Was this pool and plumbing professionally installed ?
|:| Connected to a manufacturing process D Drinking W . )

rinking Water Fountain

[1  Auxiliary water supplies or private well [0y [ N Wwas this fountainprofessionally installed ?
D Laboratory and aspirator equipment |:| Fire Sprinkler System
|:| Utility Sinks with Threaded Faucet D Y |:| N Isthis a dry pipe or water only system ?
D Solar heat systems |:| Y |:| N  Are any chemicals or foam added ?
|:| Tankless Toilets |:| Y |:| N Was this system professionally installed ?
] Photo developing equipment. ] Carbonated Beverage Dispenser

Lawn Sprinkler System
vy On Was this professionally installed ?
D Y |:| N Does this have chemical injection ?

Oy ON Are there backflow prevention devices installed on your plumbing system?

If so, how many devices are installed at this location.

If backflow prevention devices are installed on your plumbing/fire sprinkler system, it is required by the
Mississippi State Department of Health that they be tested annually by a certified backflow prevention
assembly tester. A list of these certified individuals is available at the URL msdh.ms.gov/BPAT/. Copies of
the test reports be maintained on file with the Brookhaven water department. If you do not have current
copies of the test reports on file with us, please attach to this survey.

Signature: Date:

Signature of Authorized Representative of this Establishment
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